Mesenchymal chondrosarcoma (MC) is a rare malignant neoplasm bearing characteristic dimorphic pattern histologically. We describe two rare cases of primary MC involving two different visceral organs (1) a 24-year-old man with solid renal mass and, (2) a 42-year-old man with cystic splenic mass. The histological and immunophenotypical features of both lesions were classical of MC. Although this lesion is uncommon in visceral organs, the possibility of this rare entity must be kept in differential diagnosis with compatible morphology.
INTRODUCTION
Mesenchymal chondrosarcoma (MC) was first described by Lichtenstein and Bernstein [1] in 1959, which is a rare cartilaginous neoplasm predominately occurring in extraskeletal sites commonly in the head and neck. Histologically, MC has a characteristic dimorphic pattern, composed of islands of hyaline cartilage admixed with highly undifferentiated small round cells. [2, 3] The biological behavior of MC is generally aggressive. The treatment protocol of this tumor has not been well established because of its rarity. [4] Visceral organs are rare sites of occurrence of this neoplasm. Only sporadic cases of MC involving the visceral organs have been described. We present two extremely rare locations of the primary MC involving two different visceral organs.
CASE REPORTS

Case report 1
A 24-year-old male presented with intermittent nonradiating right flank pain for 2 months. He had history of right inguinal hernia repair 3 years back. There was no history of hematuria, dysuria, lithuria, or lower urinary tract symptoms. Ultrasound abdomen showed a large, well-defined heterogeneous hypoechoic mass measuring 8.5 cm × 6.8 cm involving mid and upper pole of the right kidney. Foci of calcification and vascularity were noted. Contrast-enhanced computed tomography (CECT) of abdomen revealed a large mass at the mid and upper pole of the right kidney with foci of calcification and cystic spaces. The patient underwent right laparoscopic radical nephrectomy.
Gross specimen of the right kidney showed a large lobulated growth measuring 8 cm × 7 cm × 6 cm involving middle and upper pole of the kidney. Cut surface of the growth was gray-brown in appearance with areas of calcifications [ Figure 1a ]. Light microscopy revealed a lobulated tumor in the subcapsular region composed of sheets of small round cells having round to irregular nuclei, fine chromatin, and scant cytoplasm with interspersed thin-walled ectatic blood vessels in a hemangiopericytomatous pattern [ Figure 2a -c]. Large islands of mature cartilage with foci of calcification were seen. The tumor was limited to renal parenchyma. Renal sinus, vessels, and ureter were free of tumor. The patient was put on four cycles of combined chemotherapy (ifosfamide + doxorubicin). At a follow-up period of 6 months, the patient was symptom-free. For reprints contact: reprints@medknow.com hypochondrium for 6 months. Physical examination revealed large palpable lump in the left upper quadrant of abdomen as well as the right inguinoscrotal swelling reaching up to apex of scrotum. CECT abdomen showed a heterogeneously enhancing multiseptate solid cystic space occupying lesion measuring 18 cm × 15 cm × 13 cm in the spleen with necrotic areas and calcifications. The lesion was displacing the stomach and pancreatic tail anteriorly and the left kidney inferiorly. The patient underwent splenectomy with distal pancreatectomy and meshplasty of the right inguinal hernia.
Case report 2 A 42-year-old male presented with progressively increasing pain in the left
Case Report
Grossly spleen measured 22 cm × 12 cm × 7 cm and weighed 2400 g. The outer surface was bosselated. The cut surface showed a multiloculated solid cystic lesion measuring 16 cm × 14 cm × 7 cm occupying the hilum of the spleen [ Figure 1b ]. The cysts were filled with serous fluid. Solid gray-white areas along with areas of hemorrhage and necrosis were noted.
Histology showed a partially encapsulated neoplasm arranged in sheets with interspersed thin-walled ectatic vascular spaces at places. The tumor cells displayed round to oval nuclei with fine chromatin, conspicuous nucleoli, focal nuclear grooving, and moderate amount of cytoplasm. Few mitotic figures and foci of chondroid differentiation were also noted. Cystic spaces were filled with luminal secretions and lined by flattened cells.
On immunohistochemistry (IHC), tumor cells were uniformly positive for vimentin and CD-99, and cartilaginous islands were positive for S-100 [ Figure 3a -c]. CD34 expression was seen only in the vessel wall. Desmin and bcl-2 were negative. This patient was lost to follow-up.
DISCUSSION
MC is a rare malignant tumor, arising largely from extraskeletal sites, although it involves skeletal tissues in minority of cases. Approximately, one-fifth to one-third of the lesions arises from somatic soft tissues. Although head and neck is the most common site, extraskeletal MC has been reported from thoracic, abdominal, and retroperitoneal organs. [2] MC can occur both in pediatric and adult population. [2] [3] [4] Since the first case report by Malhotra et al., only a handful of cases of primary MC of the kidney have been described. [5, 6] Only single case of primary MC of human spleen has been reported by Rossetto et al. [7] The gross features of MC include solid cystic soft to firm usually well-circumscribed lesions ranging from 3 to 30 cm in diameter. Prominent cartilaginous appearance, as well as foci of necrosis and hemorrhage, may be prominent. Histologically, MC is characterized by a biphasic histologic pattern that is composed of small undifferentiated round cells admixed with islands of well-differentiated hyaline cartilage. Hemangiopericytoma-like pattern is a common finding. [2] [3] [4] On IHC, the undifferentiated cells are usually positive for vimentin and CD99, whereas cells in chondroid areas are positive for S100. [2] Sox9, a master regulator for cartilage development, is considered as the single most important IHC marker for distinguishing MC from other small round cell tumors. Sox9 expression has been observed in both cartilaginous and mesenchymal regions. [8] The diagnosis of MC may be aided by its positivity for D2-40 (podoplanin). [9] The main use of D2-40 in diagnostic pathology is as a marker of lymphatic endothelium; hence aids in diagnosing additional foci of lymphovascular invasion. A Robertsonian translocation involving chromosomes 13 and 21 has been detected in two cases of MC. [10] Compatible histological and IHC features were observed in both of our cases.
Extraaxial MC is considered as an aggressive neoplasm and is associated with poor prognosis. Local recurrence and metastases are common. Surgical resection with adequate margins is considered as gold standard of treatment. [4] The role of chemotherapy and radiotherapy is controversial. The previous reports suggest that MC is relatively sensitive to doxorubicin-based combination chemotherapeutic regimens and case 1 in the present series received similar chemotherapy who was symptom-free after 6 months of follow-up. MCs in pediatric population tend to be more extraosseous and are associated with better outcome. [11] 
CONCLUSION
We report two highly unusual cases of MC in kidney and spleen. Although uncommon, the possibility of this rare entity must be kept in solid cystic lesions of visceral organs. Due to dismal prognosis and a higher chance of recurrence as well as distant metastasis, these patients should be properly followed up.
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